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Key PointsThe increasing use of continuous EEG (cEEG) is leading to the diagnosis of acute symptomatic seizures and other epileptiform abnormalities in a large number of patients.A majority of them are treated with and discharged on antiepileptic drugs (AEDs), which continue for extended period of time in the absence of proper follow‐up.We established a dedicated post‐acute symptomatic seizure (PASS) clinic to provide standardized outpatient care to these patients.We describe our PASS clinic model and show that the clinic led to an almost twofold increase in the access to outpatient epileptologist care for eligible patients.

1. INTRODUCTION {#epi412393-sec-0006}
===============

Acute symptomatic seizures (ASyS), typically convulsive, account for 40% of all afebrile seizures with a 3.6% lifetime risk.[^1^](#epi412393-bib-0001){ref-type="ref"}, [^2^](#epi412393-bib-0002){ref-type="ref"} Over the past decade, there is a 10‐fold increase in continuous electroencephalogram (cEEG) monitoring for the detection of ASyS in hospitalized patients.[^3^](#epi412393-bib-0003){ref-type="ref"} Based on the cEEG studies, around 50%[^4^](#epi412393-bib-0004){ref-type="ref"} to 90%[^5^](#epi412393-bib-0005){ref-type="ref"} of the ASyS detected are exclusively non‐convulsive seizures or status epilepticus (NCS/NCSE). Therefore, it can be safely assumed that the incidence of ASyS, in the age of cEEG, is much more than the literature suggests. In addition to NCS/NCSE (electrographic seizures), cEEG monitoring identifies other potentially epileptiform abnormalities like rhythmic or periodic patterns (RPP) in around 40% of the recordings.[^4^](#epi412393-bib-0004){ref-type="ref"}

A recent study analyzing close to 5000 patients undergoing cEEG reported that close to two‐thirds of patients receive antiepileptic drugs (AEDs) during the monitoring.[^6^](#epi412393-bib-0006){ref-type="ref"} Apart from patients with ASyS, many patients with RPPs and close to 50% of patients without either of them on cEEG are treated with AEDs also.[^6^](#epi412393-bib-0006){ref-type="ref"} In another study, 75% (225/300) of patients on cEEG were receiving AEDs by the end of monitoring and all but one were discharged on an AED.[^7^](#epi412393-bib-0007){ref-type="ref"} No clear data on the appropriate duration of treatment of ASyS or RPPs exist. Experts recommend treating for a "short term"[^8^](#epi412393-bib-0008){ref-type="ref"} or 1‐12 months depending on acute cEEG findings.[^9^](#epi412393-bib-0009){ref-type="ref"} We have previously shown that up to 50 to 90% of patients with ASyS or RPPs discharged on AEDs remain on them for 12‐32 months.[^10^](#epi412393-bib-0010){ref-type="ref"}, [^11^](#epi412393-bib-0011){ref-type="ref"}, [^12^](#epi412393-bib-0012){ref-type="ref"} Such prolonged treatment in patients with an overall low risk to develop epilepsy may be clinically inappropriate. We found that patients weaned off of AEDs were 12 times more likely to have been followed up outpatient by an epileptologist compared to patients who remained on the same AEDs 20 months after hospital discharge.[^11^](#epi412393-bib-0011){ref-type="ref"}

Inspired by our research work and clinical experience, we started a dedicated outpatient post‐acute symptomatic seizure (PASS) clinic. The sole impetus behind establishing this new clinical care track in epilepsy was to provide longitudinal follow‐up for appropriate management of patients who were discharged on AEDs after cEEG monitoring. We put in place automated and streamlined processes to facilitate PASS clinic appointments and hypothesized that they would lead to a significantly improved access of eligible patients to outpatient expert (epileptologist) care. The goal of this paper is to describe our PASS clinic model and to analyze our hypothesis.

2. METHODS {#epi412393-sec-0007}
==========

2.1. Goal and scope of the PASS clinic {#epi412393-sec-0008}
--------------------------------------

The primary goal of the PASS clinic is to individualize AED management after hospital discharge based on the patient\'s history of ASyS and the underlying etiology, cEEG findings, seizure recurrence risk, and a recent outpatient EEG. This goal is pursued by scheduling: (i) a post‐discharge PASS clinic follow‐up (ideally at 3 months) with a board‐certified epileptologist, preferably with a major clinical interest and practice focus in cEEG monitoring and (ii) an outpatient EEG before the visit to facilitate an informed AED management.

The scope of the PASS clinic is to provide an outpatient specialized clinical care to adults (≥18 years), without pre‐existing epilepsy, who undergo cEEG during hospitalization and are discharged on at least one AED.

2.2. PASS clinic protocol {#epi412393-sec-0009}
-------------------------

A best practice advisory (BPA) alert was created in our electronic health records (EHR) (Figures [1](#epi412393-fig-0001){ref-type="fig"} and [2](#epi412393-fig-0002){ref-type="fig"}). This BPA notifies the discharging provider when a patient meets the criteria for a PASS clinic appointment. The criteria for the BPA alert to fire in the EHR are the following: Adult (≥18 years of age) patient not carrying epilepsy as a pre‐admission diagnosisUnderwent cEEG monitoring during current hospital admissionStarted and being discharged on an AED (except gabapentin)

![Pictorial representation of PASS clinic protocol for eligible patients from hospitalization to the outpatient visit](EPI4-5-255-g001){#epi412393-fig-0001}

![Sample best practice advisory (BPA) alert that fires after a hospital discharge order is placed for an eligible patient](EPI4-5-255-g002){#epi412393-fig-0002}

The BPA fires when discharge orders for a qualifying patient are placed in the EHR. The BPA explains the rationale for the PASS clinic and enables a quick placement of an appointment order and for an extended (75 minute) EEG. Although the default PASS clinic appointment is 3 months after discharge, the inpatient care team is given an option to request a sooner appointment at the time of placing the order. Once the order is placed, a scheduling team in the epilepsy center is alerted and a scheduler contacts the patient to make the appointment.

2.3. Research methodology {#epi412393-sec-0010}
-------------------------

After IRB approval, we obtained information on all cEEGs performed from 01/01/2017 to 12/31/2017 (study period) at our hospital (target population) using our prospectively maintained EEG database. The BPA alert went live in the EHR on 05/17/2017. The target population was cross‐matched with our epilepsy center outpatient clinic database to identify patients who presented for their initial clinic visit within 12 months after their cEEG monitoring. A generous 12‐month follow‐up period was used because prior to the PASS clinic, there was no clear protocol for the follow‐up of these patients. For the purpose of this study, the patients who underwent cEEG monitoring prior to the BPA going live ("Pre‐PASS period"---01/01/2017 to 05/16/2017) in the EHR were classified as "Pre‐PASS" and the rest as the "PASS" cohort (underwent monitoring from 05/17/2017 to 12/31/2017).

The primary outcome measure was the likelihood of the target population in the "PASS period" to present for their initial clinic visit compared to the patients in the "Pre‐PASS period". Secondary outcome measures included the odds of getting a pre‐clinic routine EEG, a clinic visit within a 1‐ to 6‐month period after hospital discharge and to be seen by an epileptologist with a major clinical interest and practice focus in cEEG monitoring (epileptologist of choice; VP or SH).

2.4. Clinical and cEEG variables {#epi412393-sec-0011}
--------------------------------

EHR of the study population seen in the clinic for their initial visit was reviewed to extract demographical details, epilepsy history, AED status at the time of discharge, the time period between discharge and clinic visit, pre‐clinic outpatient EEG status, the epileptologist seen in the clinic (VP, SH versus others), duration of the last follow‐up, any clinical seizure during the follow‐up (Yes/No), and the AED status at the end of follow‐up compared to hospital discharge (classified as discontinued, reduced, increased, unchanged). Primary etiology associated with cEEG findings was classified as acute brain insult (within preceding 7 days of cEEG monitoring; eg, stroke and hemorrhage), progressive brain insult (eg, tumors), anoxic brain insult, toxic/metabolic/infectious (T/M/I) encephalopathy (diagnosed when reversal of such etiology led to improvement in altered mental status), epilepsy (if breakthrough seizures led to the hospitalization of people with epilepsy), and miscellaneous (not classifiable in any of the above category including autoimmune/paraneoplastic encephalitis). Patients who had concomitant T/M/I encephalopathy along with acute brain insult were categorized in the latter category. The cEEG database was used to identify patients with electrographic seizures (classified based on Salzburg criteria[^13^](#epi412393-bib-0013){ref-type="ref"}) and other epileptiform abnormalities (eg, sharp waves,[^14^](#epi412393-bib-0014){ref-type="ref"} spikes,[^14^](#epi412393-bib-0014){ref-type="ref"} lateralized periodic discharges (LPDs, formerly PLEDs),[^11^](#epi412393-bib-0011){ref-type="ref"} lateralized rhythmic delta activity (LRDA)[^15^](#epi412393-bib-0015){ref-type="ref"}).

2.5. Statistical methods {#epi412393-sec-0012}
------------------------

Continuous measures were summarized with a median \[IQR = inter‐quartile range (Q1, Q3)\] or mean \[± standard deviation (SD)\] based on their distribution. Categorical factors were summarized with frequencies and percentages. Comparisons between "Pre‐PASS" and "PASS" sub‐groups for continuous measures (age, follow‐up duration) were analyzed using the Student\'s *t* test (normally distributed). Pearson\'s chi‐square test was used to analyze categorical data. *P*‐values ≤ .05 were considered statistically significant. Analyses were done with SAS (version 9.4; Cary, NC).

3. RESULTS {#epi412393-sec-0013}
==========

A total of 2042 unique patients underwent cEEG during the study period (target population). Of those, 170 (8.3%) patients (study population) were seen in the epilepsy center for their initial clinic visit within 12 months of the cEEG (Table [1](#epi412393-tbl-0001){ref-type="table"}). Within the study population, 148 (87.1%) were discharged on at least 1 AED (median = 1 \[1‐2\]). During a mean follow‐up duration of 20.9 ± 10 months, 68 (40%) patients suffered at least one seizure and 33 (19.4%) patients passed away after their initial clinic visit. AED status at the time of the last follow‐up among patients discharged on them (n = 148) was as follows: discontinued in 33 (22.3%), reduced in 33 (22.3%), and increased in 27 (18.2%) patients. Four patients were started on AEDs during the follow‐up, and the rest remained unchanged.

###### 

Demographical, EEG, and clinical data of study population and comparison of Pre‐PASS and PASS cohort

                                                                                    Total Population (N = 170) (%)                         Pre‐PASS cohort (N = 45) (%)   PASS cohort (N = 125) (%)   Effect size         *P*‐value
  --------------------------------------------------------------------------------- ------------------------------------------------------ ------------------------------ --------------------------- ------------------- -----------------------------------------------
  Age (y)                                                                           56.0 (±18.4)                                           56.5 (±18.5)                   55.8 (±18.3)                0.22                .83[^a^](#epi412393-note-0003){ref-type="fn"}
  Gender (F)                                                                        78 (45.9)                                              18 (40.0)                      60 (48.0)                   1.38 (0.69‐2.77)    .39
  Epilepsy history                                                                  24 (14.1)                                              13 (28.9)                      11 (8.8)                    0.24 (0.1‐0.58)     **.002**
  Etiology                                                                                                                                                                                                                
  Acute brain insult                                                                52 (30.6)                                              10 (22.2)                      42 (33.6)                   1.77 (0.8‐3.9)      .19
  Remote brain insult                                                               25 (14.7)                                              6 (13.3)                       19 (15.2)                   1.17 (0.43‐3.13)    .81
  Progressive brain insult                                                          26 (15.3)                                              5 (11.1)                       21 (16.8)                   1.62 (0.57‐4.58)    .47
  T/M/I encephalopathy                                                              21 (12.4)                                              1 (2.2)                        20 (16.0)                   8.38 (1.09‐64.39)   **.02**
  Miscellaneous[^b^](#epi412393-note-0004){ref-type="fn"}                           22 (12.9)                                              10 (22.2)                      12 (9.6)                    0.37 (0.15‐0.93)    **.03**
  Clinical seizures                                                                 94 (55.3)                                              30 (66.7)                      64 (51.2)                   1.9 (0.94‐3.89      .08
  cEEG findings                                                                                                                                                                                                           
  Electrographic seizures                                                           47 (27.6)                                              12 (26.7)                      35 (28.0)                   1.07 (0.5‐2.3)      1
  Additional epileptiform abnormalities[^c^](#epi412393-note-0005){ref-type="fn"}   32 (18.8)                                              9 (20.0)                       23 (18.4)                   0.9 (0.38‐2.13)     .83
  Discharged on AEDs                                                                148[^d^](#epi412393-note-0006){ref-type="fn"} (87.1)   37 (82.2)                      111 (88.8)                  1.7 (0.67‐4.4)      .3
  Duration from discharge to clinic visit                                                                                                                                                                                 
  1‐6 months                                                                        81 (47.6)                                              10 (22.2)                      71 (56.8)                   4.6 (2.1‐10.1)      **\<.001**
  Others (0‐1 month, \>6 months)                                                    89 (52.4)                                              35 (77.8)                      54 (43.2)                                       
  Pre‐clinic EEG                                                                    69 (40.6)                                              5 (11.1)                       64 (51.2)                   8.39 (3.1‐22.67)    **\<.001**
  Seen by staff                                                                     83 (48.8)                                              18 (40.0)                      65 (52.0)                   1.63 (0.8‐3.2)      .22

Bold *P*‐value = statistically significant.

*t* test

Including one anoxic brain insult.

Excluding electrographic seizure.

Of note, 31 (18.2%) patients discharged on AEDs did not suffer a clinic or electrographical seizure and lacked epileptiform abnormalities on cEEG.

John Wiley & Sons, Ltd

3.1. Study sub‐populations {#epi412393-sec-0014}
--------------------------

Among the 170 study population, 45 (26.5% of the study population) belonged to the "pre‐PASS" cohort and 125 (73.5%) to the "PASS" cohort. The "pre‐PASS" cohort accounted for 5.8% (45/778) of the target population from the "Pre‐PASS period" compared to the "PASS" cohort accounting for 9.9% (125/1264) of the target population from the "PASS" period (odds ratio \[OR\] = 1.8, 95% confidence interval \[CI\] = 1.26‐2.54, *P* = .001).

3.2. PASS clinic population {#epi412393-sec-0015}
---------------------------

There were 125 patients (48% females; mean age 55.8 \[±18.3\] years) seen in the newly established PASS clinic (Table [1](#epi412393-tbl-0001){ref-type="table"}). One‐third of these patients had cEEG after suffering an acute brain insult. Clinical seizures prior to cEEG were noted in 51.2% of the patients. Electrographic seizures were seen in 35 (28%) patients (including 16 with clinical seizures), and another 23 (18.4%) had epileptiform abnormalities. PASS clinic protocol violations included 11 (8.8%) patients with a history of epilepsy, and 15 (12%) patients not discharged on AEDs presenting to the PASS clinic. In terms of follow‐up duration after discharge, 42 (33.6%) patients were seen within 1 month and 11 (8.8%) were seen 6 months after hospital discharge. A total of 64 (51.2%) patients underwent a pre‐PASS clinic extended EEG, and 65 (52%) were seen by epileptologist of choice for the PASS clinic.

3.3. Comparison of pre‐ and post‐PASS cohorts {#epi412393-sec-0016}
---------------------------------------------

Patients in the pre‐PASS and PASS cohort did not differ in terms of clinical seizures, electrographic seizures on the cEEG, epileptiform abnormalities, and AED status at discharge (Table [1](#epi412393-tbl-0001){ref-type="table"}). A significantly higher percentage of patients in the PASS cohort had diagnosis of T/M/I encephalopathy (16% vs 2.2%; OR = 8.38, 95% CI = 1.09‐64.39, *P* = .02) compared to the pre‐PASS cohort. The patients seen in the PASS clinic were significantly more likely to be followed up in the clinic within 1‐6 months of discharge (OR = 4.6, 95% CI = 2.1‐10.1, *P* \< .001) and to undergo pre‐clinic visit EEG (51.2% vs 11.1%; OR = 8.39, 95% CI = 3.1‐22.67, *P* \< .001). The proportion of patients seen by the epileptologist of choice for the PASS clinic was not different from the "Pre‐PASS" cohort.

The mean duration of follow‐up was 24.4 ± 11.3 months in the pre‐PASS cohort and 19.6 ± 9.3 months in the PASS cohort (*P* = .005). At least one seizure during follow‐up was noted in 18 (40%) patients from the pre‐PASS cohort and 50 (40%) in the PASS cohort. Among patients discharged on AEDs, 18.9% (7/37) had been completely weaned off of AEDs compared to 23.4% (26/111) patients in the PASS cohort (OR = 0.76, 95% CI = 0.3‐1.94, *P* = .65). AEDs were started in four patients in the PASS cohort during the follow‐up.

4. DISCUSSION {#epi412393-sec-0017}
=============

We present a unique model for the continuity of outpatient care of patients undergoing cEEG monitoring for concerns of ASyS, which impacts their medical management. The PASS clinic model utilizes the strength of EHR by automating the identification of eligible patients for the inpatient care team and facilitates the scheduling of the clinic visit along with ordering a pre‐visit EEG. Our findings show that the streamlined clinical care path of the PASS clinic contributed to a nearly twofold increase in the access to an outpatient specialized clinic among patients undergoing cEEG.

The major impetus and the need for establishing the PASS clinic come from prior clinical and research observations. Epidemiological studies have shown that ASyS in the setting of insults like strokes and traumatic brain injuries significantly increase the risk of later epilepsy development, particularly within the first year,[^16^](#epi412393-bib-0016){ref-type="ref"}, [^17^](#epi412393-bib-0017){ref-type="ref"}, [^18^](#epi412393-bib-0018){ref-type="ref"}, [^19^](#epi412393-bib-0019){ref-type="ref"} which could be as early as 3‐6 months.[^12^](#epi412393-bib-0012){ref-type="ref"} Electrographic ASyS and acute findings like LPDs also significantly increase risk of epilepsy development.[^10^](#epi412393-bib-0010){ref-type="ref"}, [^12^](#epi412393-bib-0012){ref-type="ref"}, [^20^](#epi412393-bib-0020){ref-type="ref"} Therefore, early identification and appropriate management of such an at‐risk population are crucial. On the contrary, the overall risk for epilepsy development in this population is not high enough to warrant chronic AED therapy.[^21^](#epi412393-bib-0021){ref-type="ref"} ASyS and epileptiform abnormalities, that may have been otherwise unrecognized, are becoming increasingly apparent with cEEG monitoring.[^3^](#epi412393-bib-0003){ref-type="ref"}, [^4^](#epi412393-bib-0004){ref-type="ref"} These findings may cause treating providers to start and continue, at times reflexively, an AED.[^6^](#epi412393-bib-0006){ref-type="ref"}, [^7^](#epi412393-bib-0007){ref-type="ref"} As described above, we have previously shown that an AED started due to concerns for ASyS and continued at discharge is more likely to be weaned if patients are managed outpatient by an epileptologist.[^11^](#epi412393-bib-0011){ref-type="ref"} These factors led us to believe that patients undergoing cEEG monitoring due to ASyS risk and discharged on AEDs require an assessment of their AED therapy needs while considering their seizure recurrence risk, by an epileptologist. The clinical follow‐up findings of the study cohort highlight these challenges. During a mean follow‐up duration of 21 months, while 40% of patients suffered a clinical seizure, the epileptologists were able to wean off (22.3%) or reduce (22.3%) AEDs in almost 45% of the patients. The percentage of AED discontinuation was slightly higher in the PASS cohort compared to pre‐PASS patients (23.4% vs 18.9%). Although not statistically different, our early analysis shows that this was achieved in a significantly shorter follow‐up period in the PASS cohort. The use of prophylactic AEDs to prevent acute seizures after brain injuries like intra‐cerebral hemorrhages (ICH) is still a common practice, despite the lack of evidence supporting it.[^22^](#epi412393-bib-0022){ref-type="ref"} This is the likely explanation for 18% of our study cohort lacking seizures (clinical or electrographic) or epileptiform abnormalities being discharged on AEDs. The use of AEDs after acute brain injury has also not shown antiepileptogenesis benefits.[^23^](#epi412393-bib-0023){ref-type="ref"} These prophylactic AEDs affect cognitive function health‐related quality of life.[^24^](#epi412393-bib-0024){ref-type="ref"} Therefore, judicious use of AEDs in patients with acute brain injuries is highly recommended. In absence of that, having a second safety net like PASS clinic can serve a crucial role in the management of these patients.

The use of cEEG is more common in larger hospital systems.[^3^](#epi412393-bib-0003){ref-type="ref"} In most centers, the team reading cEEG may not be involved in direct patient care. The likelihood of a post‐discharge follow‐up of patients with ASyS on AEDs in an epilepsy clinic usually depends on the awareness and biases of the inpatient care team. To overcome this limitation, an EHR‐based alerting system was created. It identifies and assists the inpatient care team in scheduling patients eligible for follow‐up in the PASS clinic. We found that this alerting system increases the awareness among the inpatient care teams for the need for an appropriate follow‐up for patients on AEDs due to acute symptomatic seizure concerns. Ultimately, the system‐wide BPA implementation was a critical step in the near doubling of the percentage of cEEG patients attending the PASS clinic. A piece of evidence that supports this assertion is the significant increase in the patients with T/M/I encephalopathy attending PASS clinic. These patients are typically managed by non‐neurological services such as internal medicine. These patients are likely to have AMS, epileptiform abnormalities such as generalized periodic patterns,[^25^](#epi412393-bib-0025){ref-type="ref"}, [^26^](#epi412393-bib-0026){ref-type="ref"} and an increased long‐term risk of seizures in large population‐based study.[^27^](#epi412393-bib-0027){ref-type="ref"}

The PASS clinic was designed to follow‐up patients 3 months after hospital discharge with an option for a sooner visit if requested by the inpatient care team. While a 3‐month time period for follow‐up is somewhat arbitrary, it has been recommended to be an optimum time period for AED management changes in patients suffering ASyS.[^9^](#epi412393-bib-0009){ref-type="ref"}, [^28^](#epi412393-bib-0028){ref-type="ref"} Many of these patients have altered level of consciousness during cEEG monitoring and do not have a good understanding of their acute seizures. By the time of the PASS clinic, a majority of them can be expected to have completed their rehab course and have a stable, possibly improved, cognitive functioning. Therefore, PASS clinic provides an ideal opportunity to discuss their cEEG findings, the reason and rationale for them being on AEDs, discuss and appraise them of their future seizure recurrence/epilepsy risk, and discuss plans for AED management, including the safe weaning off of AEDs. We consider a follow‐up within a month of hospital discharge as too short of a time period to make any significant changes to AED or to assess their future seizure recurrence risk. Nonetheless, one‐third of times, the inpatient care teams requested PASS follow‐up within this time period (35.2% vs 60% in the pre‐PASS cohort; Figure [3](#epi412393-fig-0003){ref-type="fig"}). Another one‐third of patients in the PASS cohort were seen around 3 (±1) months post‐discharge (Figure [3](#epi412393-fig-0003){ref-type="fig"}). We found that the PASS cohort was 4 times more likely to follow‐up between a time period of meaningful decision‐making (1‐6 months) compared to the pre‐PASS cohort.

![Distribution of Pre‐PASS and PASS cohort based on the time from hospital discharge to the initial clinic visit](EPI4-5-255-g003){#epi412393-fig-0003}

Although the percentage of patients seen by epileptologists of choice for PASS clinic went up by more than 10%, it was not statistically significant compared to the pre‐PASS cohort. This suggests scope for improvement in the scheduling of PASS clinic. We also plan to utilize tele‐neurology services for those patients unable to return to the clinic for a variety of reasons (such as distance to the clinic and reduced mobility). The decision to have specific "epileptologists of choice" manage the PASS clinic is motivated by two primary factors. cEEG monitoring is a relatively new and rapidly evolving electrodiagnostic field. The long‐term epileptogenic potential of many of the cEEG findings is unclear at this point. Therefore, the epileptologists with major clinical interest and practice focus in cEEG monitoring, who are most likely to be involved in the acute management of many of these patients, were considered as most suitable to serve the PASS clinic. Secondly, limiting the number of epileptologist in the PASS clinic is likely to accelerate their experience and expertise in treating this unique patient population.

We included an extended EEG, performed on the day of the visit, prior to the appointment as part of the PASS clinic protocol to inform the decision‐making process. Studies analyzing the significance of epileptiform abnormality on EEG prior to AED withdrawal in well‐controlled epilepsy patients have noted their presence to be associated with a 1.5 times higher likelihood of seizure recurrence.[^29^](#epi412393-bib-0029){ref-type="ref"}, [^30^](#epi412393-bib-0030){ref-type="ref"} Therefore, the presence of epileptiform abnormality on the EEGs in the PASS clinic could suggest an ongoing risk for seizures and guide the treating physician to defer immediate discontinuation of AEDs. Our PASS clinic protocol of performing an extended EEG instead of a routine EEG (20‐minutes)[^31^](#epi412393-bib-0031){ref-type="ref"} is supported by a close to 20% increase in the yield of epileptiform abnormality during a 60‐minute EEG.[^32^](#epi412393-bib-0032){ref-type="ref"} While performing an extended EEG on the day of clinic visit is our PASS clinic protocol, we can imagine each center tailoring the requirement and duration of this EEG based on their resources and preferences. Other deviations from PASS clinic protocol include a small percentage of patients seen in the clinic who had epilepsy on admission, which was an exclusion criterion and a similar percentage not discharged on AEDs, a requirement for PASS clinic patients. The reason for the former is likely the absence of epilepsy in the pre‐admission problem list in the EHR. The latter was likely due to discontinuation of AED after placing the discharge orders (and requesting PASS clinic appointment) but prior to the actual discharge from the hospital.

In the current study, we did not investigate the AED management decision‐making in the PASS clinic visit, the pre‐clinic EEG findings, the latter\'s impact on AED management, and correlation with epilepsy development. These are highly relevant and critical questions that we hope the establishment of dedicated outpatient care models like PASS clinic will help address. The primary goal of the current study was to investigate the real‐world improvement in access to outpatient epilepsy care by the establishment of the PASS clinic. This is the reason for considering all patients undergoing cEEG as the target population for the primary endpoint in the study. Therefore, another limitation of our study is that we did not investigate whether there were eligible patients for whom the inpatient care team chose not to place a PASS clinic order at the time of discharge or whether the patients failed to follow‐up after a PASS clinic appointment was scheduled.

In conclusion, we present a unique model for outpatient management of patients with ASyS or RPPs in the times when cEEG affects the management of a large majority of monitored patients. We show that establishing the PASS clinic almost doubled the access to an epileptologist for the eligible population. PASS clinic is a new step in improving the transition of care, considered a "hot topic in health care" by the Joint Commission,[^33^](#epi412393-bib-0033){ref-type="ref"} for patients impacted by cEEG monitoring. It is our sincere hope that the PASS clinic model is emulated and enhanced in other centers. Future multi‐center research in optimizing appropriate care for patients suffering from acute symptomatic seizures from various etiologies is warranted.
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